[Pationt Nama
| DENTAL HISTORY
Fatleni Azcoimnt N, - © Medical Alert T o
Welcome! So thar we may provide you with the best possible care
please complete bath sides of this medicalldental history form.
Al i ﬂ_'ﬁimmrfﬂn is completely confidential
What is the reason for your visit today?
Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays
What was dona st your last dental isit?
;e*.ms Dentist's Name .
Addrees State Ip
Telephone
How often do you have dental examinations?
How often da you brush your izeih? How often do you fioss?
Have you gver used or-are currenly using topical fluoride? Yes Mo
What other dental aids do you use? (interplak, toothpick, etc.)
Do you have any dental problems now? Yes ho
i yes, please descnbe:
Are any of your teeth sensitive to: Have you ever had:
Hoforcoid? Yes: No Orhodonkic freatment?  Yes Mo
Swezts?  Yes No Oral Surgery?  Yes  No
Biingor Chewing?  Yes  No Perodontal reatment?  Yes  No
Have you noticed any mouth odors or bad tastes?  Yes  No Your {eeth ground or the bite adiusted?  Yes  No
Do you frequankly get cold sores, blisters or Abile plale or mouf guarnd? ~ Yes Ko
any ofheroral lesions?  Yes  No A serious injury fo the mouth or head?  Yes: Mo
I 50, please describe, including cause
Do your qums bleedor huri? — Yes.  No
Have your parents expenianced gum diseasa
orfoothioss?  Yes  No Have you experienced:
Have you noficed any logse testh of change Chicking or popping of the jaw?  Yes Mo
inyourbite? Yes No Pain? (joint. ear, side offace)  Yes Mo
Does food terd (o become caught in bebween Difficulty in openmng or closing the mauth?  Yes  No
pourtesth?  Yes  No Difficulty in chewing on afther side of the mouth?  Yes  No
If yes, where? Headaches, neckaches or shoulder aches?  Yes  No
Sore muscles (neck, shoulders)?  Yes  No
Do you:
Clench or grind your lesthwhile awake orasleep?  Yes  No Are you satisfied with your feeth's appearance? 'Yes No
Bite your ips or cheeks regquiay?  Yes  No Would you fike to keep all of your teeth all of your ife?  Yes  No
Hoid foreign objects with your lesth?
{pencils; pipe, pins, nalls, fingemails)  Yes Mo Do you feel nervous about having dental Ireatment?  Yes  No
Mouth bregthe while awake or asleep?  Yes  No If s0. what is your biggest concem?
Have tired jaws, especialy in themoming?  Yes  No
Snore or have any other sleeping disorders?  Yes  Ne Have you ever had an upsetting dental expenence?  Yes  No
Smokefchew lohacoo o¢ wse other tobacoo prodissts? - Yes N If yes, please describe

Have you ever besn loid to iake & pre-medicaBion prior bo dental reaiment?
Is there anything else about having dental treatment that you would like us to know?

If yes, please descnbe
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(Please complete other side)
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s MEDICAL HISTORY
‘Patient Accouni He. = ? == ii-lu'dim'h!i'r{_ = - =]
1. Physician’s Name Phane { )
Have you had any medical care within the past TWO YEars? ...t i cissmarimssmastisrmissisiies s T Yes. No
Describe.
2. Have you taken any medication or drugs during the past two years? ... ek L St U
3. Are you cumrently taking any medication, drugs, pills ar herbal mmed;as, mcludrng mgu!ar dnsag&a uf asplrln? ................................... Yes. No
Ii-yes, please list name and dosage
4, Have you ever taken prescription medications for weight 108S (Dig PUISIT ..t sssrissiis s Yes. No
If yes, did you taks any of the following? (circle if yes) Fen-Phen Pondimen Redux Other
If yes to any of the above, did you have a medical exam for heart issues? .. - A R b L T S S | 1)
5. Have you ever taken bone loss prevention drugs such as Fosamax, Ac‘lnne{ E-Dnnra o u!har s.rmllar dmg:s‘i‘ ....................................... Yes No
6, Are you aware of having an allergic (or adverse) reaction to/any suDstance or medication? .., o Yes: ||Mo
If yes, please specify
7. Have you bean a patient in the hospital during the past five years? ... PR e S S S Yes  No
B. (Indicate which of the following you have had, or have at present Emla yes" or “ng® tueau:h stem
Haart (Surgery, Diseass, Attack).. Y65 NO  UIG8MS oo Y65 NO- - Hepaliis A B € (circke).. Yes  No
Chest Pain .. . Yez Mo (11371, - - Venereal Disease ..o ¥Yes Mo
Congenital Huarl D-.saaﬁe Yes Mo Thyroid Problems ... 188 NO ALDSHIV Positive .o TES MO
Hesart Wrmuer .. s Y25 ND GIAUGOMA oo esmsmspemsmpange 185 NO Cold Sores/Fever Blisters ... Yes No
High/L.ow EL-na:I Pr&ssure Yes Mo Contact (81588 . ovicicciniainas, Yes No Blood Transfishon ... Yes  MNo
Mitral Vaive Prolapss ... Yos  No  EMPhYSEma ..o 185 NO HEMOPAEA ...ioeroeiomision o piamsianns Yes Mo
Artificla! Haart VH‘(E-FkaEI ........ Yas  No Chironic Gﬂugi‘l R | Sickle Call DISAASE .....ieiimieiins Yes Mo
Aheomatic Fever ... 108 MO TUBErCUIOES . empsssimsanienee. TS N Britse Easily ... ormmermrasionians Yez Mo
Arthitle/AheumatSm s 185 NO Asthma . v 1ES WD Liver DiseasaYellow Jaundica .. Yes No
Cortisons Medicing ... 188 Mo Hay Fauerrmmgymm .............. Yes No  Neurological Disorders ............ Yes  No
Swollen Ankles ., Yes No Latex Sensiivily ....... .. Yes  HNo Epilepsy or SEiZUMS ..o, T85O
Stroks .. 1. Yee No S TroUbM ... ocmiiennemviii. 188 NO Fainting or Dizzy Spells ..o Yes No
Dt {Epemah'ﬁeslnctedi Yezs MNo  Radstion TREREPY oveies 188 NO Neryous/Anxious ... e oS5 Mo
Artificial Joints (hip, knes, a-tc_ﬁ o Yes  No Chamatherapy .. . Yes Mo Psyutuaiﬂn‘?a;.-chnﬂngbal Cama Yes Mo
Kidney Trouble ... i Yes  No Tumars .. ey - I ]
9, Have you lost or gained more than 10 pounds in the past year? ........... e e PSP e Yes No
10. Do you have or have you had any disease, condition; or problem NOt RSIEAT ...ttt s Yes  No
If yes, please list
11. Women: Are you pregnant of think you could be pregnant?  Yes Manths Mo Nursing? Yes No
12. Do you use birth control preseriptions?, ., ... LT e e ek e MR W e e e . Yes No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowladge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication.

Pafient/Guardian Sianature Diata
R == .
_ Dentist Signatwe - s bl 2L - . Date
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